Making Change Happen at the

Practice Level
——————————————————(
Connie Davis, MN, ARNP

MacColl Institute for Healthcare Innovation
Group Health Cooperative of Puget Sound

Part 7

Self-management Support

—

* Emphasize the patient's central role

» Use effective self-management
support strategies that include
assessment, goal-setting, action
planning, problem-solving and follow-
up

» Organize resources to provide -
support




Delivery System Design

“
« Define roles and distribute tasks

among team members

» Use planned interactions to support
evidence-based care

» Provide clinical case management
services

* Ensure regular follow-up

 Give care that patients understand
and that fits their culture

Decision Support

« Embed evidence-based guidelines
into daily clinical practice

* Integrate specialist expertise and
primary care

» Use proven provider education
methods

» Share guidelines and information with
patients




Clinical Information
System

—
* Provide reminders for providers and

patients

« |dentify relevant patient subpopulations for
proactive care

 Facilitate individual patient care planning

« Share information with providers and
patients

* Monitor performance of team and system

Change Concept: A general notion
or approach to change that has been
found to be useful in developing
specific ideas for changes that lead
to improvement

Concept

An opportunity to create
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Concepts to Ideas
————————————————————————

Conceptual, Vague, * Improve
Strategic + Redesign care system '
* Empower and prepare
l patients (SMS) ’
+ Use effective SMS
‘ strategies
» ASSIST patients with’
problem-solving ‘
‘ * Have nurse meet with §
- . patients after MD visit to
Specific actionable address barriers
steps

Adapting Content for a
Change Process

» Development of a change package
 Principles are what are important

« Have materials for different types of
learners




Using the Change Package
Self-management Component of Care Model

Change
Strategy Concept Key Change Testable Idea
Empower | Emphasize the |Describe the At a health
patients to | patient’s patient’s role in | maintenance exam,
manage central role in managing their | state, “Your health is

their health

managing their
health

health at each
encounter

in your hands. We
would like to help
you achieve the best
health possible.”

Determine roles
of the team to
carry out self-
management
tasks in each of
the 5 As:
Assess, Advise,
Agree, Assist,
Arrange

Attend a workshop
or read about the 5A
model

Try different staff
members for
different steps of the
model

Achieving System Change

o ———————
With assistance from the Institute for
Healthcare Improvement and
Associates in Process Improvement
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Three Fundamental

Questions for Improvement
—

» What are we trying to accomplish?

* How will we know that a change is an
improvement?

» What changes can We make that will
result in an improvement?

The PDSA Cycle

—
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Why PDSA looks familiar:

Outside: Scientific Method
Inside: Shewhart’s Plan-Do-Study-Act Cycle

Hypothesis
Plan your
/ experiment\
Rethink ot ;‘;i',‘ﬂ',‘ﬂ Do the Collect
hypothesis change course experiment data
\ Study your /
results

Examine data
against hypothesis
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Use the PDSA Cycle for :

—
Answering first two questions

Developing a change
Testing a change
Implementing a change
Spreading a change




Repeated Use of the PDSA
Cycle

o Changes That

07 ‘ Result in
“o‘(\ dh Improvement

Theories,
Ideas

Aim: Improve Outcomes for
Patients With Depression

Increased
medication

P‘SP‘ adherence

Q QW Cycle 6: Revise script to

ﬂ include referral to PST
VD Cycle 5: Physician introduces

Prot\_lide 0

follow-ap "L

calls at 15t visit
Cycle 4: Call patients in 6 wks for PHQ
Cycle 3: Develop script for receptionist to use
Cycle 2: Develop a script for call for RN to use
Cycle 1: Call 1 patient 2 weeks after starting
antidepressant medication
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Overall Aim: Implement the CCM for
a Specific Chronic Population

Community Organiz- Self- Delivery Decision  Clinical
Resources  ation Manage- System  Support Information
and Policy of health ment Design Systems

care Support

Develop Strategies for Each Component of the CCM
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Model for Improvement
What are we trying
to accomplish?

How will we know that a
change is an improvement?

What change can we make
that will result in improvement?

—

Langley et al, “The Improvement
Guide” Jossey-Bass, 1996
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Target Population for Spread

Pilot Team :
D& -
Small-scale t
\3@) mall-scale tests ...

of change ...

Remaining
Provider Teams

Collaborative Learning

P————————————————————(
With the assistance of the Institute for
Healthcare Improvement and
Associates for Process Improvement
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The Collaborative
Learning Model

m

Participants
?zl:icct Prep.l work p p P
?:ntify :\' \D : \D : \D
Planning Coni:?):s \S‘/ \S‘/ \S‘/
Group — | LS 1 »LS2— LS3 Event

Action Period Supports

(1 2 months time frame) E-mail Visits Web site
Phone Assessments

Senior Leader Reports
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Topics Appropriate for a
Collaborative

There is good evidence on what to do

There is a gap between what we
know and what we do

The issue is important

There is an organization that has
closed the gap
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Collaborative Learning

—

» LS #1: Learn the change concepts
for chronic iliness care, learn the
improvement method, focus on
testing.

» AP #1: Test changes, learn to use
measurement, look to experts for
advice.
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Collaborative Learning,
part 2

————————————————————————————————————

« LS #2: Hear more detail about the
change concepts. Learn about
implementation. Introduction to
spread, making the case for the
innovation.

« AP #2: Implementing the changes,
some spread of successful changes.
Learn to use each other for
information.
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Collaborative Learning,
| part 3
————————————————————————————————————

» LS #3: Customization of change
concepts, planning for spread,
becoming experts, new ideas from
colleagues. ‘

» AP #3: Continued testing and
implementation at pilot site,
successful changes tested in spread
sites.
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Collaborative Learning,

| part 4

“

» Final Event: Celebration, plan next
steps, spreading successes.

» Post-event. Keeping connected with
each other, ongoing use of principles
and methods, continued spread.
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[meadlormrovement ] R@al-time Interactive
Operational Research

S —— e —

Changes That
/ Resultin
Improvement in
y 6\‘& %% Practice
A

Implementation of the
innovation, customized
to many sites

Wide-scale tests of
adaptations in many sites

Principles
from Health dh
Services qp Adaptation and follow-up Tests,
Research or a shared learning
Guideline for
Clinical Care Very small scale

tests by many teams
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Minimum Standard for Monthly Reporting in
the Collaborative: Annotated Time Series
Percent of Patients with

Documented Collaborative Goals
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percent

Family of Measures for
Depression Population

Percent of Patients with Structured Percent of Patients with Follow-up
Diagnostic Assessmentin Record  Structured Assessment at 4-8 Weeks
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Family of Measures for
Depression Population

Percent of Patients with Structured
Diagnostic Assessment in Record

1084
E 80“ ’Gﬂoﬂalﬂ W e e G W W s K e wE S W W M
8 65-
O 404
{o

20' M‘_‘o—/—/

0 S & O & & &

& o ) S N
RS AR R IR

30




Family of Measures for
Depression Population

Percent of Patients with Follow-up
Structured Assessment at 4-8 Weeks
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Family of Measures for
Depression Population

Average Change in MHIS5 for

Patients Treated After 12 weeks
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Phase 2 Diabetes | and Il - Average HbA1c's
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Phase 2 Diabetes | and Il - Total Registry Size
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Collaborative results

—
Forming a team

Testing changes to system
Improvements in processes
Improvements in outcomes

Sustainable changes spreading
throughout system

oL Ddh -~
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Collaborative results

—

Regional Chronic Conditions Collaboratives:
Mean Team Assessment Scores
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RAND Findings

Organizations made average of 48
changes in 5.8/6 CCM areas
“Depth” of changes averaged 49 (0-
100)

IT received most attention,
community linkages the least

CHF pilot patients more
knowledgeable and more often on
recommended therapy, but health
outcomes no different than controls
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'RAND Findings

Asthma and diabetes pilot patients
more likely to receive appropriate
therapy

« Asthma pilot patients had better QOL
« Diabetes pilot and control patients
had significantly better glycemic
control (pilot>control); control
improvement related to spread
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RAND Findings -
Average HbA1c Levels*

9.00%

. u Before _
8.40 /0‘ 7] After

control
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The most common

missing element...
—

An example to draw expertise from

» Need a “skunkworks” project or
design effort

« Can be done in one place with a
willing team or with a small group and
develop the change package and
measurement strategy
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A Recipe for Improving Outcomes

Model for Improvement
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